



The impact of employment on perceived recovery
from opiate dependence




None: All rights reserved
Document Version
Peer reviewed version
Citation for published version (Harvard):
Lowe, E, Akhtar, S, Emmerson, O, Parkman, T & Day, E 2018, 'The impact of employment on perceived
recovery from opiate dependence', Drugs and Alcohol Today, vol. 18, no. 4, pp. 206-216.
https://doi.org/10.1108/DAT-12-2017-0062
Link to publication on Research at Birmingham portal
Publisher Rights Statement:
Checked for eligibility: 28/06/2019
Elizabeth Lowe, Shabana Akhtar, Oliver Emmerson, Thomas Parkman, Edward Day, (2018) "The impact of employment on perceived
recovery from opiate dependence", Drugs and Alcohol Today, Vol. 18 Issue: 4, pp.206-216, https://doi.org/10.1108/DAT-12-2017-0062
General rights
Unless a licence is specified above, all rights (including copyright and moral rights) in this document are retained by the authors and/or the
copyright holders. The express permission of the copyright holder must be obtained for any use of this material other than for purposes
permitted by law.
•	Users may freely distribute the URL that is used to identify this publication.
•	Users may download and/or print one copy of the publication from the University of Birmingham research portal for the purpose of private
study or non-commercial research.
•	User may use extracts from the document in line with the concept of ‘fair dealing’ under the Copyright, Designs and Patents Act 1988 (?)
•	Users may not further distribute the material nor use it for the purposes of commercial gain.
Where a licence is displayed above, please note the terms and conditions of the licence govern your use of this document.
When citing, please reference the published version.
Take down policy
While the University of Birmingham exercises care and attention in making items available there are rare occasions when an item has been
uploaded in error or has been deemed to be commercially or otherwise sensitive.
If you believe that this is the case for this document, please contact UBIRA@lists.bham.ac.uk providing details and we will remove access to
the work immediately and investigate.
Download date: 01. Mar. 2020
1 
 
The Impact of Employment on Perceived Recovery from Opiate Dependence 
Abstract 
Purpose: Less than 15% of people starting opiate substitution treatment (OST) in England are 
employed, but few gain employment during treatment. Increasingly punitive approaches have 
been tried to encourage individuals with substance dependence into employment in the hope of 
facilitating recovery. It is not clear which factors are associated with the successful 
maintenance of employment whilst receiving OST, and whether this group can be said to be ‘in 
recovery’.  
Method: A cross-sectional study of the OST population in one English region was conducted 
between January and April 2017. Measures of physical health, employment patterns, drug use, 
mental health, recovery capital, and dependence severity were administered to 55 employed 
and 55 unemployed clients.  
Results: Those in employment had higher levels of ‘recovery capital’, better physical and 
mental health, fewer drug problems, and less severe dependence, despite reporting heroin use at 
a similar level. Three variables were significantly associated with employment: longest period 
of employment (OR=1.01, p=0.003); number of chronic medical conditions (OR=0.44, 
p=0.011); and number of days of psychological problems in the last month (OR=0.95, 
p=0.031). 
Practical Implications: These results suggest that abstinence may not be required in order to 
maintain stable employment when opiate substitution treatment is in place. Different treatment 
strategies are required for clients receiving OST already in employment compared with those 




The 2017 UK Drug Report estimates over 330,000 high risk opiate users, of which 
approximately 142,000 were receiving opiate substitution treatment (OST) with either 
methadone or buprenorphine (European Monitoring Centre for Drugs and Drug Addiction, 
2017). The period 2001-2005 saw a doubling of the number of people in contact with specialist 
treatment services, and Government policy favoured engaging and retaining problem heroin 
users in treatment (Best et al., 2007). However, a change of political leadership in 2010 moved 
the stated policy aims towards ‘full recovery’ (HM Government, 2010, McKeganey, 2014). The 
term recovery has been increasingly used in both treatment and policy arenas in the addictions 
field in the past 20 years (Best et al., 2011, Laudet, 2007, White, 2007, White, 2008). 
Definitions of recovery have centred on three areas: voluntary control over problem substance 
use, health (both physical and mental), and ‘citizenship’ (The Betty Ford Institute Consensus 
Panel, 2007, UK Drug Policy Commission Recovery Consensus Group, 2008). The latter 
broadens the concept to include expected benefits in a number of areas, including housing, 
health, employment, offending, relationships, self-care, community participation, and general 
well-being or quality of life (ACMD Recovery Committee, 2012, ACMD Recovery 
Committee, 2013, HM Government, 2010). Interviews with cohorts of drug users have 
concluded that there are a range of opinions about what recovery entails. Whilst some maintain 
that it requires complete abstinence, others believe that recovery can be consistent with OST 
and even controlled substance use (Radcliffe and Tompkins, 2016). 
 
Being in stable employment provides many of the elements highlighted in definitions of 
recovery. As well as providing income, work is a way of structuring and filling time, a route 
into new social groups and situations, and has been associated with better mental and physical 
health (Patel et al., 2016). However, despite record numbers of people receiving treatment, 
levels of employment in the OST population remain disappointingly low. A recent analysis of 
statistics from the National Drug Treatment Monitoring System (NDTMS) and Labour Market 
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System has shown that 16% of people starting a treatment episode for opiate dependence with a 
specialist treatment service in England and Wales were employed, and this group tended to stay 
employed. However, very few gained employment during their treatment episode, with 20% 
working at 12 months and 26% at successful completion of treatment (Black, 2016) p93). 
Treatment in UK OST services involves both medication and structured psychosocial 
interventions (Recovery Orientated Drug Treatment Expert Group, 2012), and a number of 
initiatives aimed at increasing employment have been launched over the past 10 years 
(Monaghan and Wincup, 2013). 
 
There is a significant literature on the barriers to employment for drug users in the UK. Sutton 
and colleagues identified six major areas of disadvantage that acted as barriers to work for 
people with significant drug problems: lack of education and skills; health; social disadvantage; 
provision of support services; engaging with employers and support professionals; and dealing 
with stigma (Sutton et al., 2004). Work conducted for the Department of Work and Pensions 
also found that mental health problems and involvement in crime were significant issues (Bauld 
et al., 2010). 
 
The original conceptualisation of methadone maintenance therapy emphasised rehabilitation of 
the individual (Dole et al., 1968), and employment has long been a desired outcome of OST. 
Opponents of OST maintain that substitute medication is part of the problem, and that recovery 
is not possible without abstinence from all opiates, illicit or prescribed (Centre for Social 
Justice, 2007). A handful of previous studies from the UK (Parmenter et al., 2013), Sweden 
(Blom Nilsson et al., 2015), the USA (Widman et al., 2000), and Australia (Jenner et al., 1998) 
have identified facilitators of employment whilst receiving OST. An increased likelihood of 
employment is associated with male sex, previous paid employment, more years of education 
and being married. In contrast, social deprivation, housing problems, having a criminal record, 
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depression and poor physical health have been associated with decreased likelihood of 
employment (Zanis et al., 1994). 
 
This paper reports on a mixed methods study to explore the characteristics of clients reporting 
full time employment whilst receiving OST in a particular treatment service. The first part 
(reported here) was a quantitative comparison of the perceived recovery capital and 
employment characteristics of a group in employment when compared with a similar group 
who were unemployed. We aimed to describe the type of jobs that they were doing, whether 
they differed in terms of their intake of prescribed and illicit drugs, and whether they perceived 
themselves to have greater levels of recovery capital than non-working peers as measured by a 
patient reported outcome measure. The second part involved a number of in depth qualitative 




This cross-sectional study took place between January and April 2017 at the Solihull Integrated 
Addiction Service (SIAS), a specialist treatment service run as a partnership between Birmingham 
and Solihull Mental Health Foundation NHS Trust and three not-for-profit organisations (Aquarius, 
Welcome, Changes UK). In a preliminary analysis of data from the National Drug Treatment 
Monitoring Service (NDTMS) in November 2016, 99 of 385 (26%) clients receiving OST reported 
working on at least half of the days in the previous month, therefore providing an opportunity to study 
a large, stable employed group. 
Participants 
Participants completed a single, face-to-face, interview lasting approximately 25 minutes. Inclusion 
criteria were: i) OST from SIAS in the previous 30 days; ii) able and willing to give written informed 
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consent to participate; iii) aged 18 years or above. If the client was unable to provide consent due to 
intoxication but wished to participate they were asked to return at a later date.  
Procedure 
All drug workers and doctors were informed about the study and asked to discuss it with clients 
receiving OST at the next routine appointment and give them the participant information sheet. The 
client had until their next appointment to consider whether to take part in the study (minimum 48 
hours). If the client agreed to participate, the drug worker introduced them to the researcher as either 
employed or unemployed. Within the limits of available resources, every eligible client who agreed to 
participate was approached whilst attending a routine appointment at SIAS. On average, clients had 
contact with their drug worker once a month, and consecutive clients were approached. An 
opportunistic sampling strategy was used due to a high frequency of missed appointments 
(approximately 50%) and attendance at unscheduled times. Participants that were employed were 
largely recruited during twice-weekly evening clinics designed for people in work. Employment was 
defined as any paid or unpaid work (including paid sick or vacation days) in the last 30 days (Kokkevi 
and Hartgers, 1995). Running a household, jobs in a controlled environment (e.g. prison or hospital), 
and illegal activities (e.g. drug dealing) were excluded even if paid. Unemployment was therefore 
defined as no paid work in the last 30 days. Each participant received a £5 shopping voucher to 
reimburse them for their time.  
 
A sample size calculation, using data from the development of the Substance Use Recovery Evaluator 
(SURE, see below) measure used in the study (Neale et al., 2016), estimated that 110 participants 
were required to detect a five point difference in the total SURE score with 80% power and a 5% 
significance level. A five-point change was deemed clinically significant based on experience with the 
tool, as this would require an average change of one point in each of the five subscales. Recruitment 




Approval was obtained from the NHS Research Ethics Committee (REC Reference: 16/SW/0319, 
IRAS ID: 217177) and the University BMedSci Research Ethics Committee (Reference: 
Y16_C2_17_SJDL). 
Measures  
1. Substance Use Recovery Evaluator (SURE): a validated, patient reported outcome measure for 
recovery from drug and alcohol dependence (Neale et al., 2016). The SURE has a focus on ‘recovery’ 
and prioritised the service user’s perspective in its development (Neale et al., 2016). It was chosen as 
its design process involved a blending of qualitative methods (with their focus on subjective meaning 
and understanding) and more objective quantitative techniques. The 21 items are scored between 21 
and 63 (higher score indicating greater recovery capital), with five individually-scored subscales: 
drinking/drug use (6-24), self-care (5-15), relationships (4-12), material resources (3-9), and outlook 
on life (3-9).  
2. Addiction Severity Index (European version, EuropASI): elicits basic information prior, during, 
and after treatment for substance use-related problems to assess change in client status and treatment 
outcome (Kokkevi and Hartgers, 1995). Information was gathered on recent (last 30 days) or lifetime 
experiences in four problem areas: medical status, employment/support status, drug/alcohol use, and 
psychiatric status. A composite score of between 0 and 1 was calculated for each of the problem areas 
using the scoring manual (Blanken et al., 1997), where a score closer to 1 indicates more problems. 
3. Leeds Dependence Questionnaire (LDQ): a validated, self-reported, ten-item questionnaire used to 
measure the severity of drug dependence in the last four weeks (Raistrick et al., 1994). The measure 
has been validated in abstinent patients. Each item is scored from 0 (never) to 3 (nearly always), 
giving a maximum score of 30. A higher score implies more severe dependence.  
Outcomes 
Demographic information was collected via the general information section of the EuropASI. The 
primary outcome was the difference in recovery capital (total SURE score) between the employed and 
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unemployed groups. The secondary outcomes were the average composite scores in the four 
EuropASI problem areas, average score in the five SURE subscales and average score in the LDQ. 
Statistical analysis  
The study sample was compared with NDTMS data for the whole SIAS population, and after 
reviewing the study dataset using descriptive statistics, the employed and unemployed groups were 
compared using SPSS v22.0. Continuous variables were tested for normality using the Kolmogorov-
Smirnov test. Normally distributed data were summarised using the mean and standard deviation and 
compared using an independent t-test. Non-normally distributed data were summarised using the 
median and inter-quartile range and were compared using the Mann-Whitney U test. Categorical 
variables were analysed using a Chi-Squared test. Multiple logistic regression was used to test the 
independent contributions of factors associated with employment, and adjusted odds ratios were 




Sample characteristics  
During the ten-week recruitment period, 349 out of 385 clients receiving OST attended appointments 
at SIAS, 111 of which agreed to participate in the study (56 employed, 55 unemployed); one 
employed participant withdrew after consent due to concerns over confidentiality. When the sample 
was compared with NDTMS data, there were no differences in mean age, sex distribution, proportion 
receiving methadone and buprenorphine, mean medication dose, days used heroin the past 30 and 
days injecting. The study sample had a mean age of 39 years (range 24-69) and included 94 (86%) 
men. A majority (65, 59%) had used heroin in the preceding 30 days on a median of 1 day. Three-
quarters (75%) were prescribed methadone and the remainder buprenorphine.   
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The employed group 
The employed group had worked a median of 20 of the preceding 30 days. The most common 
occupational group according to the Office for National Statistics Standard Occupational 
Classification (Office for National Statistics, 2010b) was ‘skilled trades’ (e.g. bricklayer) (46%) 
followed by ‘elementary occupations’ (e.g. labourer and factory worker) (31%), ‘process, plant and 
machine operatives’ (e.g. fork lift truck driver) (11%), ‘caring, leisure and other service occupations’ 
(e.g. cleaner) (6%), ‘sales and customer service occupations’ (e.g. shop assistant) (6%) and 
‘managers, directors and senior officials’ (e.g. self-employed) (2%) (Office for National Statistics, 
2010a). The median wage in the previous 30 days after taxation was £1200. Work was the major 
source of income for 46 (83%) of the employed participants, but 9 (17%) reported that 
benefits/pension or family or friends were more important. Seven of the employed group (13%) were 
receiving state benefits in addition to earnings. 
Employed vs. unemployed group 
Table 1 compares the employed and unemployed groups.  
 
[Insert Table 1 about here] 
Substance Use Recovery Evaluator 
The employed group had a significantly greater total SURE score compared to the unemployed group, 
with less drinking and drug use, better self-care, better relationships, more material resources, and a 
more positive outlook on life. 
Medical and psychiatric status 
The employed group had a significantly lower medical status score compared to the unemployed 
group (table 1), and were less likely to suffer from chronic medical problems, reported fewer days 
with medical problems and were less likely to be taking medication (table 2). The employed group 
also had a lower psychiatric status score, reported fewer days of psychological problems, were 
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significantly less likely to experience depression, anxiety/tension, hallucinations, and thoughts of 
suicide, and were less likely to have received medication (table 2).  
 
[Insert Table 2 about here] 
Employment/support status 
The employed group had significantly lower scores (i.e. lower problem levels) on the two 
employment sub-scale composite scores (economic situation and satisfaction) (table 1). There were no 
significant differences in years of school or further education completed. The employed group had a 
significantly greater longest period of employment, a significantly shorter longest period of 
unemployment, and were more likely to have been in employment during the last 3 years (table 3). 
The majority of the unemployed group were claiming state benefits, of which two-thirds were 
receiving sickness or invalidity benefits.  
 
[Insert Table 3 about here] 
 
Drug use 
The employed group had a significantly lower drug use composite score compared to the unemployed 
group (table 1). However, there was no significant difference in the number of days of drug use in the 
last 30, and no significant differences in the use of alcohol, heroin, cocaine/crack or multiple 
substances, age of first heroin use, or proportion of life using heroin (table 4). The employed group 
were less likely to have injected in their lifetime, and had experienced fewer drug overdoses.  
 





The employed group had a significantly lower LDQ score compared to the unemployed group (table 
1).  
Logistic regression model 
Multiple stepwise logistic regression analysis was performed to test factors associated with 
employment. The following variables were entered into the model based on previous research and the 
results of the univariate analysis: years of secondary/high school education, longest period of 
employment (months), ever injected in lifetime (yes/no), receiving a therapeutic dose of OST 
(yes/no), number of days of heroin use in the last 30 days, use of multiple illicit substances in the last 
30 days (yes/no), number of chronic medical conditions, and number of days of psychological 
problems in the last 30 days. The final model (χ2(4)=32.25, p=<0.001), predicted 34.7% of the 
variance in employment status, and three variables were significantly associated with employment: 
months of longest period of employment (OR=1.01, p=0.003); number of chronic medical conditions 




This exploration of the working patterns of a population receiving OST found that those in 
employment demonstrated features of recovery from opiate dependence: earning money and paying 
taxes, claiming few state benefits, and reporting good physical health and mental health. A patient 
reported outcome measure that didn’t specifically reference employment was used to quantify the 
participants’ levels of perceived recovery, and using this approach the employed group reported more 
material resources (e.g. stable housing and regular income), better self-care, better relationships, and a 
better outlook on life.  
The need for total abstinence from opiates is enshrined in some definitions of recovery (The Betty 
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Ford Institute Consensus Panel, 2007), and ‘exiting treatment drug-free’ has been established as the 
primary marker of success in UK treatment services (Advisory Council on the Misuse of Drugs, 
2014). Despite the clear differences between the employed and unemployed sub-groups in self-
reported markers of recovery in this study, participants in employment reported using heroin as often 
as those not working despite no differences in age, gender, type of OST medication, or OST dose. 
This is consistent with another analysis of a UK treatment population that showed that meaningful 
activity was more strongly related to better health and quality of life than abstinence (Best et al., 
2013). It also supports the argument to move away from using abstinence from heroin as the primary 
outcome measure of success of drug treatment (UK Drug Policy Commission Recovery Consensus 
Group, 2008), shifting the focus to perceived quality of life instead (Bray et al., 2017). 
It is possible that the employed group felt more confident in using heroin as they received greater 
levels of income than their unemployed counterparts. Their lower levels of dependence as measured 
by the LDQ, and their lower use of other illicit substances beyond heroin may suggest that they felt 
more in control of their drug use, and that heroin was an acceptable ‘treat’ that they could afford both 
financially and emotionally. However, it is worth noting that most employed participants were 
working in industries that are at high risk during economic decline. Employment was mostly low-
paid, with individuals earning on average £1354/month compared to the national average of £2036 
(Office for National Statistics, 2017) and the Solihull average of £2321. Research suggests that during 
an economic recession, those with the most severe substance dependence are most likely to lose their 
jobs (Henkel, 2011). It will be important to follow this group up over time to determine whether 
employment is a stable base for moving into complete abstinence in the future. 
 
Work offers benefits to individuals with substance dependence including a legal source of income, 
improved physical and mental health, and increased social integration (Richardson et al., 2012a). It 
has also been associated with more positive treatment outcomes such as periods of abstinence and 
improved engagement in treatment services, and has a key role in building recovery capital (Black, 
2016, Patel et al., 2016). However, our results suggest a nuanced picture that requires careful 
12 
 
interpretation, with different strategies required for the employed and unemployed sub-groups. This 
study is consistent with previous research that found the most significant factor in predicting 
employment is a longer employment history (Zanis et al., 2001) i.e. ‘those who are employed stay 
employed’ (Bauld et al., 2010). Early employment may occur before drug use or treatment starts, 
providing a possible explanation for analysis showing that OST has little impact on employment 
outcomes (Black, 2016). The goal with the employed group is therefore to ensure that they can 
consolidate their working status despite the stigma of illicit drug use. Recovery is a developmental 
process in which there are various trajectories and turning points, and further understanding of how 
employment fits into this journey is required (Richardson et al., 2016). Treatment services need to 
think how to manage this group to ensure that the requirements of receiving an OST prescription 
don’t limit the individual’s ability to work e.g. the provision of evening clinics. They might also 
consider proactive advocacy work with local employers to explain the process of treatment and the 
assessment and monitoring safeguards in place. Clear advice about employees’ legal rights (and 
responsibilities) should be made more available. 
 
In contrast, the unemployed group had worse physical and mental health both before and after the 
current episode of treatment. A logistic regression model suggested that a longer period of previous 
employment, fewer chronic medical problems and fewer current psychological problems were 
associated with employment when other predictive factors were controlled for. The unemployed 
group were also receiving high levels of sickness-related benefits. The cross-sectional design of this 
study means that it is not possible to determine whether employment was a cause or an effect of better 
physical or mental health. However, poor health has been recognised as a significant barrier to 
gaining employment in individuals with substance dependence (Sutton et al., 2004). Interventions to 
tackle physical or mental health problems may need to come before attempts to secure employment. 
The Individual Placement and Support model provides employment support alongside clinical 
treatment, and has been recommended by a recent report to the UK Government (Black, 2016). This 




Ultimately it may be that the changes required to facilitate progress in the unemployed group cannot 
be delivered by treatment services alone, but instead need to come from wider societal change. For 
those receiving benefits or engaging in lucrative illegal activity, the prospect of a low-paid job has 
been shown to act as a deterrent in seeking employment as it leads to financial insecurity, therefore 
creating a so-called ‘unemployment trap’ (Bauld et al., 2010, Richardson et al., 2012b). This study 
shows that people that use drugs can sustain employment, and report good levels of quality of life 
whilst doing so. Therefore there is an argument that if jobs were created for people with drug use and 
multiple disabilities (rather than expecting them to become abstinent from drugs first), this would be a 
potentially stabilising force in their lives that could precede drug use cessation (Richardson et 
al., 2012a). However, this would require external intervention in the increasingly competitive 
open market for jobs. In reality what may be required is an ‘employment continuum’, whereby  a 
number of stages exist between unemployment and employment including treating mental and 
physical health problems, building motivation, stabilising drug use, providing appropriate stable 
accommodation, developing ‘soft skills’, training, work trials and job placements, and in-work 
support (Spencer et al., 2008).  
 
These findings may provide a stepping-stone for future research, but several limitations must be 
considered. A cross-sectional design involving a limited number of variables was adopted due to time 
and resource limitations. Future studies should investigate a broader range of factors including 
ethnicity, having a criminal record, and personal barriers such as self-esteem. A longitudinal design 
would also allow some of the issues of causality to be explored, and hence all participants were asked 
for consent to follow them up in the future. The parallel qualitative study in the same population will 
add further depth to the understanding of individual factors in employment. The opportunistic 
sampling strategy may also have introduced selection bias, although the study sample was shown to 
be representative of the SIAS population. Similarly, generalisability to other OST populations cannot 
be assumed. Employment was conceptualised as a dichotomous variable allowing for a smaller 
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sample size, but the results suggest that it would be valuable to include sub-groups such as full-time 
and part-time workers to explore the ‘employment spectrum’ described above. The issue of 
employment in OST, and its inter-relation with the concept of recovery, is important but cannot be 
easily reduced to a few key factors. 
 
Disclosure of interest 






ACMD RECOVERY COMMITTEE 2012. Recovery from drug and alcohol dependence: an 
overview of the evidence. London: Advisory Council on the Misuse of Drugs. 
ACMD RECOVERY COMMITTEE 2013. What recovery outcomes does the evidence tell 
us we can expect? London: Advisory Council on the Misuse of Drugs. 
ADVISORY COUNCIL ON THE MISUSE OF DRUGS. 2014. RE: Time limiting opioid 
substitution therapy. 
BAULD, L., HAY, G., MCKELL, J. & CARROLL, C. 2010. Problem drug users’ 
experiences of employment and the benefit system. Research Report No. 640. 
London: Department of Work and Pensions. 
BEST, D., GEORGE, S. & DAY, E. 2007. The Development of the Drug Treatment System 
in England. In: DAY, E. (ed.) Clinical Topics in Addiction. London: RCPsych. 
BEST, D., GROSHKOVA, T., SADLER, J., DAY, E. & WHITE, W. 2011. What is 
Recovery? Functioning and recovery stories of self-identified people in recovery in a 
services user group and their peer networks in Birmingham, England. Alcoholism 
Treatment Quarterly, 29, 293-313. 
BEST, D., SAVIC, M., BECKWITH, M., HONOR, S., KARPUSHEFF, J. & LUBMAN, D. 
I. 2013. The role of abstinence and activity in the quality of life of drug users engaged 
in treatment. Journal of Substance Abuse Treatment, 45, 273-279. 
BLACK, C. 2016. An Independent Review into the impact on employment outcomes of drug 
or alcohol addiction, and obesity London: Depart of Work and Pensions. 
BLANKEN, P., HENDRIKS, V., POZZI, G., TEMPESTA, E., HARTGERS, C., KOETER, 
M., FAHMER, E.-M., GSELLHOFER, B., KÜFNER, H., KOKKEVI, A. & 
UCHTENHAGEN, A. 1997. European Addiction Severity Index EuropASI: Cost A6: 
Preliminary procedure for the computation of the EuropASI composite socres. 
Amsterdam: The Amsterdam Institute for Addiction Research. 
15 
 
BLOM NILSSON, M., CHASSLER, D. & LUNDGREN, L. M. 2015. Factors associated 
with work and taking prescribed methadone or buprenorphine among Swedish opiate 
addicts. Evaluation and Program Planning, 49, 172-177. 
BRAY, J. W., ADEN, B., EGGMAN, A. A., HELLERSTEIN, L., WITTENBERG, E., 
NOSYK, B., STRIBLING, J. C. & SCHACKMAN, B. R. 2017. Quality of life as an 
outcome of opioid use disorder treatment: A systematic review. Journal of Substance 
Abuse Treatment, 76, 88-93. 
CENTRE FOR SOCIAL JUSTICE 2007. Breakthrough Britain Volume 4: Addictions - 
Towards Recovery. London: The Centre for Social Justice. 
DOLE, V. P., NYSWANDER, M. E. & WARNER, A. 1968. Successful treatment of 750 
criminal addicts. JAMA, 206, 2708-2711. 
EUROPEAN MONITORING CENTRE FOR DRUGS AND DRUG ADDICTION 2017. 
United Kingdom: Country Drug Report 2017. Luxembourg: : Publications Office of 
the European Union. 
HENKEL, D. 2011. Unemployment and substance use: A review of the literature (1990-
2010). Current Drug Abuse Reviews, 4, 4-27. 
HM GOVERNMENT 2010. Drug Strategy 2010. Reducing Demand, Restricting Supply, 
Building Recovery: Supporting People to Live a Drug Free Life. London: Home 
Office. 
JENNER, M., LENNOX, L., HARGRAVE, R., LENNINGS, C. J. & ANDREW, M. 1998. 
Harm minimization outcomes for methadone recipients: the role of employment. 
Journal of Substance Misuse, 3, 114-118. 
KOKKEVI, A. & HARTGERS, C. 1995. EuropASI: European Adaptation of a 
Multidimensional Assessment Instrument for Drug and Alcohol Dependence. 
European Addiction Research, 1, 208-210. 
LAUDET, A. B. 2007. What does recovery mean to you? Lessons from the recovery 
experience for research and practice. Journal of Substance Abuse Treatment, 33, 243-
256. 
MCKEGANEY, N. 2014. Clear rhetoric and blurred reality: The development of a recovery 
focus in UK drug treatment policy and practice. International Journal of Drug Policy, 
25, 957-963. 
MONAGHAN, M. & WINCUP, E. 2013. Work and the journey to recovery: Exploring the 
implications of welfare reform for methadone maintenance clients. International 
Journal of Drug Policy, 24, e81-e86. 
NEALE, J., VITORATOUB, S., FINCH, E., LENNON, P., MITCHESON, L., 
PANEBIANCOA, D., ROSEF, D., STRANG, J., WYKES, T. & MARSDEN, J. 2016. 
Development and validation of 'SURE': A patient reported outcome measure (PROM) 
for recovery from drug and alcohol dependence. Drug and Alcohol Dependence, 165, 
159-167. 
OFFICE FOR NATIONAL STATISTICS. 2010a. ONS Occupational Coding Tool [Online]. 
Available: https://onsdigital.github.io/dp-classification-tools/standard-occupational-
classification/ONS_SOC_occupation_coding_tool.html [Accessed 7th August 2017]. 
OFFICE FOR NATIONAL STATISTICS 2010b. Standard Occupational Classification 2010: 
Volume 2. Basingstoke: Palgrave Macmillan,. 
OFFICE FOR NATIONAL STATISTICS. 2017. Earnings and working hours [Online]. 
London: ONS. Available: 
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/earningsandwork
inghours [Accessed 21st July 2017]. 
PARMENTER, J., MITCHELL, C., KEEN, J., OLIVER, P., ROWSE, G., NELIGAN, I., 
KEIL, C. & MATHERS, N. 2013. Predicting biopsychosocial outcomes for heroin 
16 
 
users in primary care treatment: a prospective longitudinal cohort study. British 
Journal of General Practice, 63, e499-e505. 
PATEL, A., SIMMONDS, D., VEGERIS, S. & STEVENS, C. 2016. Drug treatment 
outcomes and employment: A Rapid Evidence Review. Leicester: Learning & Work 
Institute. 
RADCLIFFE, P. & TOMPKINS, C. 2016. Recovery in addictions policy and practice: 
meanings and challenges. Drugs and Alcohol Today, 16. 
RAISTRICK, D., BRADSHAW, J., TOBER, G., WEINER, J., ALLISON, J. & HEALEY, C. 
1994. Development of the Leeds Dependence Questionnaire (LDQ): a questionnaire 
to measure alcohol and opiate dependence in the context of a treatment evaluation 
package. Addiction, 89, 563-572. 
RECOVERY ORIENTATED DRUG TREATMENT EXPERT GROUP 2012. Medications 
in Recovery: Re-Orientating Drug Dependence Treatment. London: National 
Treatment Agency. 
RICHARDSON, L., SHERMAN, S. G. & KERR, T. 2012a. Employment amongst people 
who use drugs: A new arena for research and intervention? International Journal of 
Drug Policy, 23, 3-5. 
RICHARDSON, L., SMALL, W. & KERR, T. 2016. Pathways linking drug use and labour 
market trajectories: the role of catastrophic events. Sociology of Health & Illness, 38, 
137-152. 
RICHARDSON, L., WOOD, E., MONTANER, J. & KERR, T. 2012b. Addiction treatment-
related employment barriers: The impact of methadone maintenance. Journal of 
Substance Abuse Treatment, 43, 276-284. 
SPENCER, J., DEAKIN, J., SEDDON, T., RALPHS, R. & BOYLE, J. 2008. Getting 
Problem Drug Users (Back) Into Employment: Part Two. London: UK Drug Policy 
Commission. 
SUTTON, L., CEBULLA, A., HEAVER, C. & SMITH, N. 2004. Drug and alcohol use as 
barriers to employment : a review of the literature. CRSP research report; 499s. 
Loughborough: Loughborough University. 
THE BETTY FORD INSTITUTE CONSENSUS PANEL 2007. What is recovery? A 
working definition from the Betty Ford Institute. Journal of Substance Abuse 
Treatment, 33, 221-228. 
UK DRUG POLICY COMMISSION RECOVERY CONSENSUS GROUP 2008. A Vision 
of Recovery. London: UK Drug Policy Commission. 
WHITE, W. L. 2007. The new recovery advocacy movement in America. Addiction, 102, 
696-703. 
WHITE, W. L. 2008. Recovery Management and Recovery-Oriented Systems of Care: 
Scientific Rationale and Promising Practices. Pittsburgh, PA: Northeast Addiction 
Technology Transfer Center. 
WIDMAN, M., LIDZ, V., DIGREGORIO, G. J., PLATT, A. K., ROBISON, L. & PLATT, J. 
J. 2000. Health status of employed and unemployed methadone patients. Journal of 
Substance Abuse Treatment, 18, 287-289. 
ZANIS, D. A., COVIELLO, D., ALTERMAN, A. I. & APPLING, S. E. 2001. A community-
based trial of vocational problem-solving to increase employment among methadone 
patients. Journal of Substance Abuse Treatment, 21, 19-26. 
ZANIS, D. A., METZGER, D. S. & MCLELLAN, A. T. 1994. Factors associated with 
employment among methadone patients. Journal of Substance Abuse Treatment, 11, 
443-447. 
 
